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INTRODUCTION RESULTS DISCUSSION

We present a case of uncontrolled Graves’ * Infections of the hypothalamic pituitary

hyperthyroidism complicated by .
agranulocytosis ultimately requiring I Notable Labs I :)enge'opne?(::nzag? ;Pglﬁﬁéor;?;;?grﬁss than

thyroidectomy and the subsequent occurrence
At Presentation 16 months . Rlsk fgctors include meningitis, paranasal
Post-Treatment sinusitis, head/neck surgery, and an

of hypopituitarism due to meningeal infection.
LH 0.3 25 immunocompromised host.

Initial
CASE DESCRIPTION i
31 year old F with PMH of depression presents (0.5-76 m[iU}/mL)

+ Symptoms and deficiencies can range

with complaints of nausea, palpitations, tremor, FSH 2.2 2.7 . oy
weight loss, heat intolerance, and shortness of (1.5 -33.4 m[iUJnL) frorr;]lsola’gft—:‘dtpl’fUItary hormones to
breath. . panhypopituitarism.
» Exam pertinent for lid lag, proptosis, and Estradiol <15 155 L
thyromegaly with no palpable nodules. (pg/mL) * In the majority of reported cases,
 Thyroid function tests were consistent with Prolactin 0.8 8.1 endocrine dysfunction has been

uncontrolled hyperthyroidism and ultrasound with
diffusely increased vascularity.
* Methimazole not tolerated due to

(2-8 - 29.2 ng/mL)

IGF-1 65 243
(53 - 331 ng/mL)

irreversible and, should recovery occur,
one needs to monitor for inflammation,

agranulocytosis and thyroidectomy was . . . .
performed and patient discharged on AM Cortisol 0.90 7.7 bleec_jmg and infarction as recurrence is
levothyroxine. (ug/dL} possible.

+ Nine days following thyroidectomy patient Post ) ) )
readmitted with sepsis likely due to bacterial Treatment TSH <0.005 8.69 * In our patient, endocrine dysfunction
R"e”ti”%ifs tTought t? be ‘?“e,tt,o an °"da,' source. (0.4 - 4.5 m{iUJL) improved with treatment of infectious

cute Streptococcal meningitis was diagnose Free T4 0.84 11 etiology.

and hospital course was further complicated by
sellar abscess and sphenoid

(0.89 — 1.76 ng/dL)

osteomyelitis/abscess noted on imaging. ¢ Repeat MRI will be done to document
» Dental extractions and endoscopic sinus drainage Stability.

was performed along with intravenous antibiotics.
* No clinical or biochemical signs of diabetes Follow-up MRI approximately one month from injury shows

insipidus were noted. interval resolution of intrasellar/pituitary abscess and REFERENCES
» Patient was started on hydrocortisone and she improvement of osteomyelitis of posteroinferior wall of the sella.
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completed a full course of antibiotic therapy for
meningitis.




